This article explores whether complementary and alternative medicine (CAM) users view CAM as a unified concept or individualize the modalities. A survey about the beliefs and concerns surrounding the use of 22 CAM modalities was posted to a random sample of 1,308 people in five rural and two metropolitan localities in Victoria, Australia. The response rate was 40% (n ¼ 459). Overall, 91% of respondents were found to either have used one CAM modality (85%, n ¼ 386) or be open to future use (6%, n ¼ 33). Respondents did not view CAM as a unified concept. Each modality was used by people with different characteristics and beliefs about health care. However, it was practical to divide the 22 CAM modalities into four categories that we have named natural remedy, wellness, accepted, and established modalities. The four categories lie along a set of continua extending from natural remedy modalities and ''holistic health care'' beliefs at one end to established modalities and a belief in the tenets of conventional medicine at the other. We were able to develop a model to show this diagrammatically.
Introduction
The U.S. study by Eisenberg et al. (1993) brought the full extent of complementary and alternative medicine (CAM) use to the attention of conventional medicine practitioners and CAM scholars. They found that 34% of respondents used at least one CAM modality over a year. Eisenberg et al calculated that the economic consequences of CAM use were important. They projected that out of pocket expenditure on CAM in 1990 was $10.3 billion compared to the out-of-pocket expenditure for hospital care of $12.8 billion (Eisenberg et al., 1993) . They showed that CAM health care use was extensive and that people were prepared to pay to access CAM services.
Following Eisenberg et al. (1993) , there has been a tendency to focus on CAM as a set of modalities that can be researched and discussed as a unified concept (Panel on Definition and Description-CAM Research Methodology Conference April 1995 April , 1997 . This generic CAM has been positioned in opposition to conventional medicine and the work of conventional medicine practitioners because there is said to be limited evidence of the effectiveness of CAM modalities (e.g., Angell & Kassirer, 1998; Ernst, 2001) , and CAM users are thought likely to experience adverse reactions from the interactions of natural remedies with prescribed conventional medicines (MacLennan, Myers, & Taylor, 2006; Tindle, Davis, Phillips, & Eisenberg, 2005) . CAM users are also thought to be at risk of neglecting or delaying their acceptance of the advice and treatment of conventional medicine (Burg, Hatch, & Neims, 1998; Happle, 1998) .
Much less research attention has been given to a detailed analysis of individual CAM modalities and the beliefs and characteristics of each modality's users. The most relevant research to our work, Furnham, Vincent, and Wood (1995) , hypothesized a continuum ranging from conventional medicine at one pole to those modalities that have least in common with conventional medicine at the other extreme. Different subgroups or categories of CAM have also been proposed. CAM categorization systems have been based on various criteria including the philosophical underpinnings of the modalities (Cohen, 2000) , suggested professional divisions (Gordon, 1996) , or the evidence base for the CAM modalities included in the groups (Kaptchuk & Eisenberg, 2001) .
We have applied the results of our study, The PUC-CAM study (Perspectives on the Use in Communities of Complementary Medicine), to explore whether CAM users view CAM as a unified concept or individualize the modalities. In the interests of comparability and ease of analysis, we have grouped the CAM modalities into four categories; natural remedy, wellness, accepted, and established. We then situated them on a series of continua based on our findings of the differences in the health care beliefs and characteristics of users of individual CAM modalities (Robinson, Chesters, & Cooper, 2007b) .
Methods
The PUC-CAM study set out to explore the diversity within CAM use. It surveyed rural and metropolitan people's use of 22 CAM modalities and investigated the beliefs and characteristics associated with the usage of these modalities. The survey was posted to a sample of 1,308 people in seven localities in Victoria, Australia. The response rate was 40% (n ¼ 459). The study focused on CAM use in a cross-section of rural places and also included data from metropolitan localities.
A mailed survey, implemented as a pilot study, was used to obtain data on the CAM modalities used and the beliefs, concerns and characteristics of respondents that may be influencing CAM use. The questionnaire used for the survey was prepared with the assistance of an expert panel from sociology, conventional medicine, CAM, and research disciplines. The mailed survey was chosen as the data collection method for this study as the questionnaire was long, and this format gave respondents time to consider their responses. Ethics clearance for the study was obtained from Monash University Standing Committee on Ethics in Human Research.
The dependent variables were the CAM modalities used. Use or likelihood of use was requested for 22 modalities not usually provided in conventional medical practice: acupuncture, aromatherapy, Bowen therapy, chiropractic, chelation therapy, herbalist, homeopathy, kinesiology, magnet therapy, massage therapy, meditation, naturopathy, osteopathy, prayer, reflexology, reiki, shiatsu, spiritual healing, tai chi, traditional Chinese medicine, and yoga. There was also space to list other modalities used including self-prescribed vitamins, herbs, and supplements.
The independent variables included 27 concepts found in the CAM and health care literature that were considered possible influences on the use of CAM modalities (Robinson, Chesters, & Cooper, 2007a) . The concepts used in the findings reported in this article are Seven concepts covering the types of beliefs regarded as holistic health care beliefs (Astin, 1998; Baer, Hays, McClendon, McGoldrick, & Vespucci, 1998) . They encompass beliefs in nature and science in health care and individual, societal, and health care provider responsibilities. They were developed as scales and were described as the medical encounter, self control over health, ''mind, body, spirit'' health care, attitude to CAM, belief in natural remedies, faith in medical science and environmentalism (Box 1). Two concepts thought to be more or less prevalent in rural people derived from research findings and popular ''rural'' myths were also developed as scales; these were healthy eating practices (healthy nutrition) and spiritualism (Box 1). These beliefs are also relevant to holistic health care and have been included under this label (Astin, 1998; Baer et al., 1998) . Four sociodemographic characteristics were developed as individual questions: age, level of education, income, and gender.
The survey was posted to a randomly selected sample of people from seven different localities in Victoria, Australia. They consisted of two metropolitan and five rural localities with both high and low socioeconomic status. The distances of the rural localities from Melbourne varied from 100k to 350k. Two hundred people were selected from each locality using an electronic telephone directory, ''Marketing Pro.'' Following the removal of duplicate or incomplete addresses, 1,308 surveys were posted. Respondents completed and returned 459 surveys, a response rate of 40%. Another 12% (N ¼ 154) were returned undelivered. There was no response from 695 people; 14 people telephoned or sent a note with an apology for not responding; and a further 5 people returned the surveys in the reply paid envelopes but did not complete any questions.
Box 1: Holistic Health Care Concepts
Medical Encounter (MedEnc): Satisfaction with the communication with doctors during consultations (Siahpush, 1998) Self Control over Health (SCHealth): The belief that people can control their health through their own actions (Lau, 1982) ''Mind, body, spirit'' health care (HHCare): The belief that good health results from care of the mind, body, and spirit is sometimes referred to as holistic health care (Furnham, Vincent, & Wood, 1995; Siahpush, 1998) Attitude to CAM (AttCAM): Beliefs about the role of CAM modalities in health care (Hyland, Lewith, & Westoby, 2003) Natural Remedies (NatRem): Beliefs about the desirability of remedies perceived as natural instead of prescribed drugs (Hufford & Chilton, 1996; Siahpush, 1998) Faith in Medical Science (ScFaith): Beliefs about the effectiveness of conventional medicine and its scientific basis for treatment (Furnham et al., 1995) Environmentalism (Enviro): Concerns about the contribution of the ecological environment to good health (Furnham et al., 1995; Hufford & Chilton, 1996) Healthy eating practices (HLife): Healthy eating practices that provide healthy nutrition (Furnham & Kirkcaldy, 1996; Wilkinson & Simpson, 2001) Spiritualism (Spirit): The belief in a higher power (Boudreaux, O'Hea, & Chasuk, 2002; Seidlitz et al., 2002) The sociodemographics of the respondents were 68% female; 29% university educated, 19% technical or further education (TAFE); 31% earned <$25,000, 29% earned $25,000-$50,000, and 34% earned $50,000þ; and 22% were aged 18-39, 44% aged 40-59, and 32% were aged 60þ.
Data Analysis
Following data entry and data cleaning, the scales and questions were tested for validity and reliability (Robinson et al., 2007a) . Analysis of the survey data began with univariate analysis to explore the overall use of modalities, the numbers or modalities used by respondents, and the modalities predominantly used. This analysis also explored the extent to which the respondents in this study used one or more CAM modalities (Pallant, 2005) . Logistic regression was used to explore the linkages between the individual CAM modalities used and the beliefs and concerns of their users (Robinson et al., 2007a; Tabachnick, 2000) . The analysis also included a comparison of the beliefs and characteristics of the users of the individual CAM modalities.
Categorization of CAM Modalities
The 22 CAM modalities were categorized into groups. This categorization was based on the differences in the health care beliefs of users of the individual CAM modalities and the characteristics of the users (Robinson et al., 2007b) . While the categorization system used here is original, it is based on a review of the systems identified by Cohen (2000) , Gordon (1996) , and Kaptchuk and Eisenberg (2001) . These categorizations, although different, all had positive elements that contributed to our system.
Results

Generic CAM
Fifty-two percent (n ¼ 240) of the respondents indicated they were current users of a CAM modality. Lifetime use of at least one CAM modality was 85% (n ¼ 386) while another 6% (n ¼ 33) who had not used any modalities indicated they ''would probably use'' one or more CAM modalities in the future. Thus, 91% of the respondents in this study were found to be open to the use of CAM. Some modalities, such as chiropractic (50%), massage therapy (50%), and vitamin or herbal supplements (39%), were clearly more acceptable and more widely used than others. However, only three modalities, hypnotherapy, shiatsu, and chelation therapy, were used by less than 10% of respondents (Robinson et al., 2007b ; Figure 1 ).
The analysis of the health care concepts showed that the PUC-CAM study respondents do not view CAMs as a unified concept or set of modalities. This study showed that CAM users viewed the modalities as separate and not as a unified generic CAM. Four distinct levels of holistic health care beliefs and differences in sociodemographic characteristics were associated with categories of modalities. The four categorizations developed and the associated modalities are Natural remedy: includes naturopathy, homeopathy, Chinese medicine, and herbalists. Wellness: includes aromatherapy, kinesiology, spiritual healing, shiatsu, reiki, reflexology, yoga, and meditation. Accepted: includes acupuncture, osteopathy, tai chi, and hypnotherapy. Established: includes chiropractic, massage therapy, prayer, magnet therapy, and Bowen therapy.
PUC-CAM Study Categorizations of CAM Modalities
Very strong holistic health care beliefs: the natural remedy modalities. The natural remedy modalities-homeopathy, naturopathy, herbalism, and traditional Chinese medicine-consist of modalities that involve the prescribing of natural remedies for ingestion. These were the modalities for which users had the strongest holistic health care beliefs. The users of these modalities were most likely to be female, aged <60, tertiary educated, and have high incomes. Their health concerns were mostly related to chronic health issues such as depression, anxiety, or women's health problems. Combining these modalities into a ''natural remedy'' group reflects the natural remedy prescribing that these modalities have in common and the beliefs of the users of these modalities. The holistic health care beliefs of these respondents included a particularly strong belief in natural remedies and a positive attitude to CAM. They also had much less faith in medical science than the other three groups. This suggested that for the users of these modalities, it was the belief in natural remedies in place of pharmaceutical drugs that attracted them to these modalities.
Strong holistic health care beliefs: wellness modalities. The wellness modalities are a group of eight diverse modalities, including aromatherapy, meditation, and reflexology. Generally, the holistic health care beliefs of respondents that used these modalities were not quite as strong as the respondents that used the natural remedy modalities. However, they were just as likely to be female, aged <60, and tertiary educated. Their health concerns were very different and mostly related to maintaining good health. They use the wellness modalities for relaxation and well-being and only sometimes for minor illnesses or issues of ill health. The focus of so many of these modalities on wellness led to our calling them ''wellness'' modalities. The wellness modalities focus more on ''mind, body, and spirit'' health care. They are also relatively new to Australia, having been introduced since the early 1970s when the ''new age'' movement gained support and popularity (Baer et al., 1998; Levin & Coreil, 2002) . The modalities are sometimes considered exotic because it is difficult to understand the means by which they heal and they are associated with ''distant times and distant places'' (Tallis, 2004, p. 132) . Tallis (2004) is referring to the fact that most of these practices originated in Asia and the Middle East and have centuries' long traditions of practice. These practices include reiki and shiatsu in Japan, yoga and meditation in India, reflexology in China, and spiritual healing in Egypt. Kinesiology and aromatherapy are the two modalities that originated from outside these regions-aromatherapy from France and kinesiology from the United States (Baer, 2004; Freeman, 2004; Micozzi, 2006a) .
Moderate holistic health care beliefs: accepted modalities. The accepted modalities are a group of four modalities including acupuncture, osteopathy, tai chi, and hypnotherapy. Although the holistic health care beliefs of their users were not as strong as those of the users of the natural remedy and wellness modalities, they still showed significant differences in beliefs when compared with the non-CAM users. These modality users are just as likely to be men as women, have a range of incomes, and be non-tertiary as tertiary educated. They also came from all age groups. They have a broad range of health concerns including chronic health problems (e.g., users of acupuncture) and pain issues associated with musculoskeletal problems (e.g., users of acupuncture and osteopathy). Fitness was also a concern (e.g., users of tai chi). One of the modalities, hypnotherapy, was chiefly used by people wishing to give up smoking.
The labeling of these modalities as accepted was based on three features of the modalities. First, the impact of the holistic health care beliefs and their characteristics on the use of these modalities was moderate. Second, the health issues involved, whether chronic pain related or otherwise, are not always able to be alleviated by conventional medicine. Third, conventional medicine has a growing acceptance of these modalities. Some doctors are beginning to undertake training to incorporate these modalities into their practices (e.g., acupuncture and hypnotherapy) and accept them as effective health care options for dealing with some health care issues (Cohen, 2005) . Accepted modality users seemed to have some health concerns that they felt needed attention outside of conventional medicine. However, the use of these modalities did not challenge their beliefs in scientific medicine, as the modalities were often acceptable to conventional doctors.
Conventional health care beliefs: established modalities. Chiropractic, massage therapy, prayer, Bowen therapy, and magnet therapy were all modalities for which there were little or no significant differences in the beliefs and characteristics between the users and nonusers. Three of them, chiropractic, massage therapy, and prayer, ranked among the most frequently used CAM modalities in this study. They were mostly modalities where the health issues were related to the musculoskeletal system of the body. These modalities are well established and viewed by the respondents no differently from conventional health care. They are a group of modalities considered by conventional medicine to be unproven as effective health care treatments but are considered unlikely to be harmful (Astin, Marie, Pelletier, Hansen, & Haskell, 1998; Pirotta, Cohen, Kotsirilos, & Farish, 2000) . The use of these modalities comes within the bounds of mainstream health care. In this instance, the term ''established'' reflects the view of the users and their medical advisers.
Discussion
A ''Holistic Health Care-Conventional Medicine''-Continuum
We found that the four modality groups or categories could be situated along each of a series of continua formed by the health care concepts listed in Figure 2 below. When these continua were combined, they formed one overall continuum with ''natural remedy'' modalities and strong ''holistic health care beliefs'' at one end and the established modalities and ''conventional medicine'' beliefs at the other. The modality groupings are loosely arranged along the continuum and provide a model for understanding the beliefs and characteristics of the users of CAM modalities.
The PUC-CAM study respondents showed that their decisions on CAM are not about whether to use it but about choosing to use a modality that they think matches their self-assessed health care needs and conforms to their beliefs. Sociodemographic characteristics such as age, level of education, income, and gender also fit with the different groups of modalities. We found that the use of CAM modalities has become mainstream despite the warnings from conventional medicine that there is little proof that the use of these modalities is effective for health care and that there may be adverse events from the interactions of natural remedies taken in conjunction with pharmaceutical drugs (Angell & Kassirer, 1998; Beyerstein, 2001; Ernst, 2001) .
In this study, the users of differing modalities do not have the same beliefs or sociodemographic characteristics. The beliefs and characteristics of individual modality users can be conceptualized as lying along a continuum ranging from holistic health care and natural remedy modalities to conventional medicine and the established modalities. Furnham et al. (1995) hypothesized this continuum when they explored the health care beliefs of patients of general practitioners, homeopaths, acupuncturists, and osteopaths. They suggested that patients ''differ by degrees in their health beliefs, and scepticism of orthodox medicine'' (Furnham et al., 1995, p. 358) . Our study confirms this hypothesis. The continuum model helps show the complexity and diversity that exists within CAM and within CAM users.
The results from the PUC-CAM study challenge the generalizations of CAM and CAM users by theorists such as Micozzi (2006a) and Siahpush (1999) . Micozzi describes the common characteristics of CAM as ''(1) a wellness orientation, (2) a reliance on self-healing, (3) an inference that bioenergetic mechanisms play a role, (4) the use of nutrition and natural products in a fundamental role, and (5) an emphasis on individuality'' (Micozzi, 2006b, p. 10) . Siahpush (1999) found that predictors of CAM use were ''faith in natural remedies, subscribing to a holistic view of health, consumerism and believing in individual responsibility'' (Siahpush, 1999, p. 270) . In this study, only the natural remedy users had the holistic health care philosophy that Micozzi and Siahpush attribute to all CAM users. Natural remedy modality users represented a minority (36%) of the respondents. In this study, they appear to have similar characteristics to some respondents in a U.S. study by Ray Figure 2 . The holistic health care-conventional medicine continuum (in Baer, 2004, p. 108) who found a category of CAM users they called ''cultural creatives'' represented only 33% of all CAM users (Baer, 2004; Ray, 1997) .
In our study, the majority of CAM users prefer the established modalities generally accepted by conventional medical practitioners. The weight of CAM use is situated at the conventional medicine end of the continuum and is more aligned with scientifically based conventional medicine. The minimal differences in the holistic health care beliefs of the established modality users and nonusers appear to reflect the mechanistic features of most of these modalities. The treatments of modalities such as chiropractic and massage therapy are carried out through these practitioners' manual application of therapeutic techniques. As Baer (2004) asserts, these mechanistic interventions focus on the structure and function of the body in the same way that conventional medicine does when it recommends pharmaceuticals or other treatments (Baer, 2004) . Thus, when Siahpush (1999) contends that alternative medicine users have faith in natural remedies or a holistic view of health, Astin (1998) states that alternative medicine use is predicted by ''believing in the importance of body, mind and spirit in treating health'' (Astin, 1998 , p. 1550 ), or Beyerstein (2001 contends that there is a type of health care user that ''chooses alternative treatments out of a philosophical commitment to the animistic, vitalistic cosmology of CAM'' (Beyerstein, 2001, p. 231) , we suggest that the specific CAM modalities being used by these patients need to be considered.
The sociodemographic characteristics of the CAM users in this study also related to the categorizations of the modalities and their place on our continuum. Here too, our results show that CAM researchers need to look beyond the rhetoric of a generic CAM. Happle (1998) , for instance, states that ''people asking for alternative medicine tend to be young and have a rather higher level of education and income'' (Happle, 1998) , while we found that conflating all ''alternative,'' ''complementary,'' or ''CAM'' modalities as being used by a specific sociodemographic group would seem to be similar to suggesting, inappropriately, that all these CAM users have holistic health care beliefs.
Conventional scientific medicine practitioners need to consider that just as they do not conflate physiotherapy or oncology treatments under the generic term of conventional medicine when considering their patients' needs, CAM therapies should not be labeled under a generic unitary entity. Recognizing that CAM therapies are individual, unique therapies would help both researchers of these modalities and medical practitioners better understand patients' needs, as well as assist medical practitioners to gain the confidence of their patients and enable them to discuss individual CAMs in a supportive environment.
Limitations of the Study
The 40% response rate in this study means it may not be fully representative of the localities surveyed. Nevertheless, the respondents' information is valuable for understanding the perceived needs of the users of different kinds of CAM modalities.
The PUC-CAM study has demonstrated that to understand the health care perspectives of their patients, conventional medicine researchers and providers need to reframe their way of thinking about the diverse group of modalities currently considered within CAM.
Conclusion
In the PUC-CAM study, respondents' decisions were not about whether to use a CAM modality but about which modality to use. Thus, their notion of CAM was not of a unified concept or set of modalities. The category of modality chosen was found to be associated with a person's particular set of beliefs, concerns, and characteristics. CAM modality users seem to understand and choose modalities that are congruent with their beliefs and with certain sociodemographic characteristics. The ''holistic health care-conventional medicine'' continuum is a model that enables conventional medicine and scholars of CAM modalities to understand the diversity within CAM use. It indicates that in this study most people support the principles of conventional medicine even though they may use CAM modalities such as acupuncture, massage therapy, or chiropractic. However, a smaller number of respondents had very strong holistic health care beliefs and are users of modalities such as homeopathy, naturopathy, meditation, and reflexology. This research shows that CAM modalities should not be considered a generic group but as diverse modalities that are used by patients on the basis of their beliefs, characteristics, and health concerns.
